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“Place age limit for access to intensive care, [that is] 

 based on greatest possibilities of survival.” 

Early last month, the Italian Society of Anaesthesia was forced 
to publish the above guideline (1) for the country’s hospitals. 
Besides the rising cases of infection, the doctors realised 
that patients required up to 15-20 days of intensive care as 
the disease progressed (2). In the face of medical resource 
scarcities, the guideline established that everyone could not be 
saved from the coronavirus. And a massive death toll ensued. 
Yet, the challenge of taking on the coronavirus appears to 
be greater for the developing world. In comparison to the 
developed countries, resource scarcities in the developing 
countries are far more glaring. Due to a weaker state apparatus, 

the family’s dependence on its providers is greater. Overall, the 
stakes are high. In this context of an absent social, economic 
and psychological safety net, this letter argues that  rationing 
decisions should include other non-medical concerns and be 
made explicit in situations where all else is equal in terms of 
the ability to benefit from the treatment.

Rationing in healthcare

Broadly speaking, rationing in medicine refers to the denial of 
treatment to someone who can benefit from it (3). When the 
demand for healthcare exceeds its supply, rationing decisions 
are unavoidable. Traditionally, rationing has been implemented 
based on the ability to benefit from treatment. However, the 
present surge in demand for healthcare will mean a greater 
denial of treatment to potential patients.  The following 
challenges highlight why both medical and non-medical 
reasons could play an important role in healthcare rationing. 

Existing challenges: India

Although the Indian government has moved fast to curb 
its spread, there are, as on April 17, 13000+ cases of the 
coronavirus in the country. It is also likely that community 
transmission of the virus already exists in certain areas. Due to 
India’s high population density and the prevalent community-
based lifestyle, it is feared that social distancing measures 
are unlikely to be as effective. In the absence of large scale 
testing, it is possible that the true number of cases will remain 
unknown, and even multiply.  

Healthcare delivery and utilisation

From a healthcare delivery perspective, there is a critical 
shortage of resources. Roughly, there is one bed for every 1000 
people in the country. The highest positive estimate is that 
there are about 57,000 ventilators in the entire country in total 
(4).  On top of that, social and economic challenges underlie 
healthcare utilisation and access. As in other developing 
countries, the medical system favours those who are rich 
and well connected. In addition, social stigma with regard to 
infectious diseases prevents the sick from seeking care. 

Consequences for the household

Besides its health system related issues, India lacks the 
resources for the provision of social security mechanisms. 
Families excessively rely on income earners for financial 
support. If the sole breadwinner fails to receive treatment, the 
entire household could collapse. 

Rationing decisions

Given these challenges, rationing decisions in the country 
need to be well thought out. Especially because a number of 
hospitalised patients are young, and even children. To those 
affected, immense emotional and financial losses are caused 
because of these decisions. Besides medical reasons, age-
based and financial factors could help decide whose lives 
matters most in the face of these rationing decisions. This is 
especially important in the absence of a social, economic and 
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psychological safety net. In this context, the following rationing 
scenarios are presented below:

 • A fair innings: Williams (5) developed the “fair innings 
approach” in which he argues for placing a higher value to 
the lives of the young. using a sports analogy, he argued 
that those who have already lived a long life (had a fair 
innings) need to be given less value than someone who 
has not yet lived his life. Other than the potential to benefit 
from the treatment, age-related weightage guides the 
triage of patients so that young patients can have a fair 
innings.

 • Providers of the family: World Bank policies argue for a 
higher weightage for the lives of those who are in the 30-40 
age range as they work and sustain their families (6). They 
provide for both the young as well as the old. In this way, 
the entire family is dependent on them. Loss of their lives 
would put their entire families in financial distress. 

 • The less well off: Since the poor and less well-off are in poor 
health, and as it is possible that they are more likely to be 
infected, leading to potential death from the virus, it makes 
sense to prioritise their treatment. In the Indian context, 
the less well-off also live in conditions where it is possible 
for them to spread the virus to others in the area who are 
also in poor health. Treating them could mean potentially 
saving the lives of others who would come in contact with 
them. From both a utilitarian and social justice perspective, 
it is essential to treat the less well-off to stop the virus.

In conclusion, it is possible that some hard rationing decisions 
would be made to treat coronavirus patients in the coming 
times. From an ethical perspective, one needs to look at these 
considerations to make sound rationing decisions. Whatever 
those decisions may be, decision makers would need to explain 
the trade-offs in an explicit and rational way in order to prevent 
worsening the impact of the virus. In doing so, a wider public 
debate needs to be carried out to help guide such important 
decisions. 
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“If the officials had disclosed information about the epidemic 
earlier, I think it would have been a lot better. There should be 
more openness and transparency” - Dr. Li Wenliang (1986- 2020) 
in an interview to New York Times

Gopichandran and Subramaniam in their editorial in IJME 
have appreciated the intensive Chinese efforts to contain 
the Covid-19 outbreak and wondered if other “weak” and 
developing health systems will be able to do the same (1). In 
a section of their editorial, “Strengthening health governance 
and law”, they appreciate the efforts of authoritarian state 
China to make mass quarantine possible. They go on to write, 
“A mass quarantine of the proportions seen in China is very 
difficult to achieve in India”. While everybody should get 
appreciation when it is due, if we don’t distinguish between 
different components of a system, our conclusions may not 
be correct. Here we need to distinguish between China’s 
authorities and its healthcare workers. 

The WHO Chief praised Chinese authorities at the end of 
January (2) and that may have inspired the authors to note 
it in their editorial. But we need to realise that that claim has 
been questioned by many (3, 4). Moreover, the memory of Dr 
Li Wenliang should haunt us if we believe such claims. The 
brave doctor tried to raise awareness about an emerging 
infectious disease in his closed group to warn others to protect 
themselves. In response, he was silenced by the authoritarian 
State (5), after which he kept on working in hospital, contracted 
the same infection and then succumbed to it. All of us need to 
draw some courage and inspiration from his heroism. Besides, 
a careful analysis of the situation may bring us some new and 
useful insights

Healthcare reforms introduced in China since 2008 have 
transformed its delivery system (6). Scholars at the Harvard 
School of Public Health emphasise China’s efforts to make 
extensive primary care system available to the masses. A 
World Bank graph depicting rising life expectancy at birth of 
the Chinese population shows a steady improvement in this 
century (7).  A plateau in the latter part of the last century is 
attributed to the government’s efforts then to privatise the 
healthcare system before that. Hence it would be preferable 
to appreciate authorities only when it is deserved. The irony 
is that while China is reaping the rich dividends of its early 
and substantial investment in public health, our Government 
is privatising its public services at a rapid pace. Right now, it 
is planning to give its district hospitals into private hands (8). 
Hence we need to introspect and carry out a course correction 
here. We earnestly urge our policy makers to learn from China 
on how, by expanding universal Health Care, one can achieve 
a healthy population - and healthy workers - who can fuel the 
economy by providing a strong labour force.


